MISSOUR] DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =63-004429

DEPARTMENT OF PUBLIC HEALT“ AND WELPF 3 -
) STATE FILE NUMBER
0O NOT WRITE AMENDED Registration N v Registration District No, \5_¢Zjegilmr ‘¢ No. _A!--_____-.____
ON THIS $TUB A

1. PLACE OF-DEATH [ 2. USUAL RESIDENCE (Where daceased lived. If irstitution: Residence before
a. COUNTY st. Louis a. STATE IllinOfBCOUNw Madion admission)

b. CITY Wﬁmew, gi NSHIP anly) Length of stay in 1b ¢ CITY Inside Limits
own GT@Fton # 37 A 7S L monthe own Oollinsville Yol o2

c. :‘Lg.épll\.lerogF {1f NOT in hoapital, give location) Inside Limits d. :I‘;giEEES {If cutside, give location) Reside on Farm

instution 8%, Mary's Hospital Yo NoO 843 3¢, Louie Road Yor O No "

3. NAME OF DECEASED First T Middle Last 4. DA'I'E
{Sype or print)

V5 300
Rev. 4/59

o5 |
2¢/2 04

DATE AMENDED

Month Day Yeaar
LEITA AD TLE DAVIS oean Jammary 8, 1963
5. SEX 4. COLOR OR RACE 7. Married . []  Never Married [] [B. DATE OF BIRTH | ¥ AGE (fest birthdsy) | IF UNDER 1| YEAR IF UNDER 24 HR

Femala White Widowed I Divorced {7 12/50/99 65 W]‘ Days r Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF 8USINESS OR INDUSTRY] 11. 8IRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

during ofavug&ii?lgu. even if retired) At Home St. Lmia’ Ho. USA

13s. FATHER'S NAME 13b. MOTHERS MAIDEN NAME . 14, NAME OF RUSBAND OR WIFE
Edwin Gaskill ‘Ada Allred Alvin Davis
15, WAS DECEASED EVER 1N U.5. ARMED FORCES? 18, SOCIAL SECURITY NO. 17. INFORMANT Address

(g v | T 2 [« Mas < oo, Qillagrs s Oollineville, &

- = = =
18. CAWSE OF DEATH (Enter only cne cause pd INTERVAL BETWEEN
PART I. DEATH WAS CAUSED J ’ ONSET AND DEATH

IMMEDIATE CAUSE (s} pM&WO\A ! c\ —~ o2t cot’ LU
Canditins, if any, DUE TO{b) Le, om—ra,o<’a.a--cw-“--¢=\ ‘&/ ﬁ%oéb‘-—-jm,g & ol

DOCUMENT

which gave risg to
above cause {a),,
stating « the’ unde'r-
Iying cause last. DUE TO (¢)

T II. OTHER SIGNIFICANT COND"IONS CONTRIBUTING TCQ DEATH but not related to the terminal PART Ll 1f decaased waes female was
PART disease condition given in PART | (a) there a pregnancy in last 90 days.

IDV" | MJ [1 Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury In PART I ar PART 11 of ilem 18.}
PERFORMED? ! [} ] '
ves (1 NGOl
20c. TIME OF Houl = Menth, Day, Yesr
INJURY a.m.
pam.

RRED 0. PLACE OF INJURY (e.g., in or about home, 204, CITY, TOWN, OR LOCATION COUNTY
xd. wi:'.lJL‘}EYAQIC\S% w1 farm, factory, siraet, office bldg., erc.)
NOT WHILE AT WORK [J

. ] , ’
| attended the deceased from O Q'ﬁ\ v q £ I’ 2-1_6 ’1 - 5‘:‘ ¢ 3 and last saw ::r:'-l[iva on f/&"/é3

Doath occwrred a1, 2 J’ i ! [ ? e 3 Jum the date stated above, and 1o the best of my knowledge, from the couses stated.

22a. 1GNA'I'U'R£ (Degree or title) 22b. ADDRESS- ' fA'I'E SIGNED

s /mb&J«, gD Uilef LicDoso Gm& 8/63

23a a%t'cnmnon. 23b. DATE - /23:. NAME OF CEMETERY OR CREMATORY "] 234, TOCATION [City, town. or county) {State}

ﬁEe VAL (S{eclfv) 1/11/65 St. ‘John cbmetsry " 00111“5“110’- 111,

. FUN?RAL DIRECTOR ADDRESS 5. DATE RECD: BY LOCAL REG, | 26. GISTRAR‘S SIGNATURE

Herr -Funeral Home, Collinsville, 111. /—‘ /0 ’53
) {Licensed Embalmer's Statement on Reverse Side}
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AMEND.
MEDICAL CERTIFICATION

2,

USE BLACK INK
OR
TYPEWRITER RIBEON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




e

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student.

Signeature of Student Embalmer

Licensed Embaimer No 5517

- , .
U - P. O. Addressw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fau!ure to comply
with the above constitutes grounds for revocation of I|cense) . L ’

if embalmed by a STUDENT, he also shall sign in his OWN handwrmng ' “.“‘

Jf this body is nof embalmed fact should be 50 stated above




